SCOPE OF SALES o lment
APPOINTMENT

CONFIRMATION FORM

The Centers for Medicare and Medicaid Services requires agents to document the scope of a

marketing appointment prior to any face-to-face sales meeting to ensure understanding of what will
be discussed between the agent and the Medicare beneficiary (or their authorize
All information provided on this form is confidential an

Medicare or his/her authorized representative. Please
want the agent to discuss.

d representative).
d should be completed by each person with
initial below beside the type of product(s) you

MEDICARE ADVANTAGE PLANS (PART C) AND COST PLANS

— Medicare Health Maintenance Organization (HMO)
A Medicare Advantage Plan that provides all Original Medicare Part A and Part B health coverage
and sometimes covers Part D prescription drug coverage. In most HMOs, you can only get your
care from doctors or hospitals in the plan’s network (except in emergencies).

Medicare Preferred Provider Organization (PPO) Plan

A Medicare Advantage Plan that provides all Original Medicare Part A and Part B health coverage
and sometimes covers Part D prescription drug coverage. PPOs have network doctors and
hospitals, but you can also use out-ofnetwork providers, usually at a higher cost.

Medicare Point of Service (P0OS) Plan

A type of Medicare Advantage Plan available in a local or regicnal area which combines the
best feature of an HMO with an out-of-network benefit. Like the HMO, members are required to
designate an in-network physician to be the primary health care provider. You can use doctors,
hospitals, and providers outside of the network for an additional cost.

Medicare Special Needs Plan (SNP)

A Medicare Advantage Plan that has a benefit package designed for people with special health
care needs. Examples of the specific groups served include people who have both Medicare
and Medicaid, people who reside in nursing homes, and people who have certain chronic
medical conditions.
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By signing this form, you agree to a meeting with @ sales agent to discuss the types of products you
initialed above. Please note, the person who will discuss the products is either employed or contracted

by a Medicare plan. They do not work directly for the Federal government. This individual may also be
paid based on your enroliment in a plan. Signing this form does NOT obligate you to enroll in a plan,
affect your current enroliment, or enroll you in a Medicare plan.

Beneficiary or Authorized Representative Signature and Signature Date:

oy o T G e N Ee G . B

Signature: Signature Date: __ |

If you are the Authorized Representatwe please sign above and print below:

Representative'sName: [ [ [ T T T T T F T T T T T T T P TV FT TP |
Your Relationship to the Beneficiary: || | | . . . . T o r b i rr
Agent Name: S ___|Agent Phone:

(i rrrrryrrrrrsrryryyqrre ol

Beneficiary Name: o ________ |Beneficiary Phone (Optional):
BREREEREN HEE IIBEEREEEEEREE

Beneficiary Address {Dptmnal_j I o - ]
EREEEENEENEEREENEREEEEEEREEREEE -
Initial Method of Contact (Indicate here |f heneﬁciary was a wali-z in):

| ! j 'I ' 'I i i :': .I i 5 :l 1 L 5 i "__ ! :| 1' ; [ | I | E =3 ] ;.—_
Agent's Slgna‘ture:

Plan(s) the agent repraser‘rt_a_l;l Eunr;g_ this meeting; - - -
HEEEEER RN EEEEEEEE N EENENEEEEEN
Date A;_:-E ntrnent Ccmp[eted

HEE [ 1

Plan Use Dnly:

*Scope of Appointment documentation is subject 1o CMS record retention requirements.
*Agent, if the form was signed by the beneficiary at time of appointment, provide explanation why SOA
was not documented prior to meeting:

Alignment Health Plan is an HMO, HMO POS, HMO C-SME HMOC D-SNFP and PPO plan with a Medicare
contract and a contract with the California, Nevada, North Carolina and Texas Medicaid programs.
Enroliment in Alignment Health Plan depands on contract renewal. Alignment Health Plan complies with
applicable federal civil rights laws and does not discriminate on the basis of race, color, national origin,

age, disability, or sex.
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Effective Date:

Section 1

SELECT THE PLAN YOU WANT TO JOIN:

Aﬂﬂﬂdsmﬂmmammqmmd{unhummhnm

[0 H3443-001 | Alignment Health the ONE + Walgreens (HMO) | $0permonth | Maricopa
O Hm}ﬁﬂi H@:mﬂ Health the ONE +h'falgaens {HM{]} | $0 per month | Pima, Santa Cruz
03 H3443-005 | Alignment Health smartHMO SOpermonth | Maricopa, Pima, Santa Cniz

O H3443-005 EampleteP'mgetﬂpuunaiBuyup]
CALIFORNIA (HMO)
[0 H3815-001 | Alignment Health My Choice (HMO)

| $0 per month

$64.90 per month | Maricopa, Pima, Santa Cruz

 Los Angeles, Orange, Riverside, San Bemardino

(1 H3815-008 | Alignment Health Platinum + Instacart (HM0) | $0 per month

Los Angeles, Orange

(] H3815-011 | Alignment Health AliCare Preferred (HMO)

(CJ H3813013 | Aignment Health smarthMO

$0 per month
| $0 per mon month

a H3815-016 | | Alignment Heaith Platinum + Instacart {HMUPﬁS}I $0 per month

-0 H3815- 019 | Alignment Health Suttemdvartlage +More (HMO) | $19 per month

(1 H3815-020 | Ahgnmem Health Sutter Advantage +More (HMO) | $49 per month

O H3815-021 | Alignment Health Sutter Advantage +More (HMO) | $59 per month |

(7 H3815-023 | Alignment Heall Health Sutter Advantage +More {HM[]] 548 per month

0] H3815-028 | Alignment Health My Choice (HMO)
O3 H3815-031 | Alignment Health Harmony (HMO)

[J H3815-034 | Alignment Health the ONE (HMD)

$0 per month

:-San Francisco, San Mateu Sonoma

5 Str.anrslaus

5 Lnsﬂ'@ie:s, [kan& Riverside, San Bemardino, San Diego
| Marin, San Diego, San Francsco

| Placer, Sacramento, Yolo

San Luis Gblspu, Ventura

$0 per month

$0 per month

() H3815-035 | Alignment Health the ONE + Walgreens (HMO) | $O per month

| Nameda, San Francisco, Santa Clara, San Mateo
| Los Angeles, Orange, Riverside, 5an Bernardino,
| San Diego, Santa Clara

Fresno, Madera, Merced

07 H3815-038 | Alignment Health smartHMO '$0permonth | Placer, Sacramento, Yolo
1 H3815-040 EAJcignment Health smartHMO | 0 per month Merced, Santa Clara, Sianlsaaus 'v.‘entura
] H3815-046 | Alignment Heath CommUnity (HMO) | $0 per month Fresno, Madera
07 H3815-047 | Alignment Health smartSavings (HMO) |SOpermonth | LosAngeles, Orange, Riverside, San Bemardino, San Diego
[1 H3815-049 | Alignment Heaith My Choice Select (HMO) ! $0 per month ' Los Angeles, Orange, Riverside, San Bemardino
O H3815-050 | Alignment Heaith My Choice CalCare (HMO) Eiﬂper manth Alameda, Fresno, Los Angeles, Madera, Marin, Mermd
| | Orange, Placer, Riverside, Sacramento, San Bemardino,
i San Diego, San Francisco, San Joaquin, San Luis Obispo,
. B | | | Santa Clara, Stanislaus, Ventura, Yolo
O H3815-052 nhgnment Health Honor+ Plan [HI'.ID} 0 per manth | Alameda, Fresno, Los Angeles, Madera, Marin, Merced,
| Orange, Placer, Riverside, Sacramento, San Bemardino,
' San Diega, San Francisco, San Joaquin, San Luis Obispo,
{ ' San Mateo, Santa Clara, Stanislaus, Ventura, Yolo
O H3815053 | Alignment Health ValorCare (HMO) $0 per month | Los Angeles, Orange, Riverside, San Bernarding, San Diego

] H3815055 | Alignment Health LA. Premium Giveback (HMO) | $0 per month

Los Angeles

(1 H3815.056 | Alignment Health S.D. Premium Giveback (HMO) $0 per month

[J H3815001,
008,-011,019,
020,021, 023,
028,031,034,
035

Pl

Enhanced Dental Option {Optional Buy Up)

$36 per month

UCHRETTIA

| San Diego
Alameda, Fresno, Los Angeles, Madera, Merced, Orange,
Placer, Riverside, Sacramento, San Bemardino, San Diegp,
San Francisco, San Mateo, Santa Clara, Santa Cruz,
Sonoma, Stanislaus, Ventura, Yolo
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Last Name: Middie Initial

EEEREERRNREEEENEEEEEENEEEEEE N

Blrth Date: {_ w Sex: 0 Male O1 Female Home Phone Number:

CEW T} ) HERNENEERE

Emﬂi.i.ddrﬁs. - - o cell PMneHun‘dm[l]phunal], e
EEREEEEEEEEEEENEEEEEEEEN (T M HTTT

Pﬂf""ﬂ_rhem Rﬁldeme_ﬁtrwt-'dﬂ'ﬁﬁ (Don't Enter a PO. Box): N A e e
T 1] ENENEENEEEEEEEEENENENE _?f [T T
Cr!]r _ o County (Optional State:
NENERERESNEEEES ‘”1""’*'— EEREERAS|NE %ﬂm
aimg.lu:ld H[Ifﬁ'erent me‘ruur Pennanmtﬂdd P.0. Box Allowed
] un T T e T O O T
ra. Coun e 3
NENENENEENEE S| ﬂ’w"""”“"‘—t EEEEEN NS EEES
ﬂnqﬁjrgg__hmm?gl} T onship: ‘SE—— —— Hm!-illl,mher W
L ] HEREE || HEEEEERIEERREETREN
‘I‘GUH MEDICARE IHFUHHAHON
MedicareMumber: | | | | [T [ [ T-[ [ T 1]
Answer these important questions:
Will you have other prescription drug coverage (like VA, TRICARE) in addition to Alignment Health Plan? C1Yes I No
Hame nﬂ]lim{:uvmgg: ] Hember Numherfmh:stw Group Num
AESEENENSNNSRENEEN T OO
Hemedmmemnfammmm:mthththuMmﬂmﬂhmmhn
hm&ﬁaml’mder _— . Primary Care Provider ID: = Madu:al Group:
EEEEREE ISR IEEEEEEEEEEI AR EEEN
Iama{n} D&lﬁmgPanent DHMPaheﬁt
Are you eligible or enrolled in a State Medicaid or Medi-Cal program? [ Yes O No Bl
If you are enrolled in a State Mlgd!cald Program
Medicaidnumber: | | : i | | | I ] g__ HEEEREREEREERE: ‘__[_—_TI_

IMPORTANT: ItE.lD lHD SIGN BELOW:

| must keep both Hospital (Part A} and Medical (Part B to stay in Alignment Health Plan.
By joining this Medicare Advantage Plan or Medicare Prescription Drug Mlan, | acknowledge that Alignment Health Plan will share my information with Medicare, who
may use it to track my enroliment, to make payments, and for other puposes allowed by Federal law that authorize the collection of this infarmation (see Privacy Act
Statement below). Your response to this form Is voluntary. However, fallure to respond may affect enroliment in the plan. | understand that | can be enrolled in only ong
MA plan at a time - and that enroliment in this plan will automatically end my enrollment in another MA plan (exceptions apply for MA PFFS, and MA MSA plans).
| understand that when my Alignment Health Plan coverage begins, | must get all of my medical and prescription drug benefits from Alignment Health Plan. Benefits and
services provided by Alignment Health Plan and contained in myAlignment Health Plan “Evidence of Coverage” document (also known as a member contract or subscriber
agreement) will be covered. Neither Medicare nor Mignment Health Plan will pay for benefits or senvices that are not covered.
The information on this enmiiment form is comect to the best of my knowledge. | understand that if | intentianally provide false information on this form, | will be disenrolled
from the plan. | understand that my signature (or the signature of the person legally authorized to act on my behalf) on Lhis application means that | have read and
understand the contents of this application. If signed by an authorized representative (as described above), this signature certifies that

1. This person is authorized under State law to complete this enrollment, and

2. Documentation of this authority is available upon request by Medicare.

Signature: Today'sDate: )
Pl ik |/ .
ﬁmﬁﬁmm,mmmnlmmmm
RN F.Eéiﬁsﬂi_::_f! L 0 Indaess [ § 1 8 B B § 5 E U ¥ 0 00 1 0
Phone Number: | i BERESERERR RelationshiptoEnrollee: | [ | | | § | [ |

0RO A RN 0 RN
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All fields on this page are optional

ANSWERING THESE QUESTIONS IS YOUR CHOICE. YOU CAN'T BE DENIED COVERAGE BECAUSE YOU DON'T FILL THEM OUT.

Select one if you want us to send you information in a language other than English.
[J Spanish [ Vietnamese [ Chinese [ Korean [ Other

Select one if you want us to send you information in an accessible format. [J Standard/Regular Font 0 Braille CJ Large Print (7 Audio CJ Data CD
Please contact Alignment Health Plan at 1-866-634-2247 (TTY T11) if you need information in an accessible format other than what's listed
above. Our office hours are 8 a.m. to 8 p.m., 7 days a week (except Thanksgiving and Christmas) from Oclober 1 through March 31, and Monday
to Friday (except holidays) from April 1 through September 30. If no selection is made, Standard/Regular font will be sent.

Do you work? O Yes CJ No Does your spouse work? OIYes O No

The following materials will be sent to you via email unless you prefer to receive a printed copy. Please check below if you prefer to receive a
printed version.
[ Part C Explanation of Benefits (EOB) [ Part D Explanation of Benefits (EOB) [ Annual Notification of Change (ANOC)

Paying your plan premiums

You can pay your monthly plan premium (including any late enroliment penalty that you currently have or may owe) by mail each month.
Mmhmmqmmuwnmmmmﬂmwmummmmm
each month.

Please select a plan premium and,/or late enroliment payment option:

O Get a bill

O Automatic deduction from your monthly Social Security or Railroad Retirement Board (RRB) benefit check. (The Social Security/RRB deduction
may take two or more months to begin after Social Security or RRB approves the deduction. In most cases, if Social Security or RRB accepts
your request for automatic deduction, the first deduction from your Social Security or RRB benefit check will include all premiums due from
your enrollment effective date up to the point withholding begins. If Social Security or RRB does not approve your request for automatic

| deduction, we will send you a paper bill for your monthly premiums.)

:Hmmhmammnmmmwmmm,mmmuﬁmmhmtnmh

premium. The amount is usually taken out of your Social Security benefit, or you may get a bill from Medicare (o the RRB). DON'T pay Alignment
| Health Plan the Part D-IRMAA.

| 5ales Representative (if assisted with Enroliment);
Enrolling Sales Representative’s Signature:

= e —— —— NPWEL 3 0 8 3 ¢ ¢ 141§ 3 |
printName: | [ ¥ F PV ¥ § T T U T F TV EVF T ] salestow { § 1 0§ 10 1411
Prone Number: (" T T N[ [ | [ T [ 1 | ate:. | /1 L /L1 L 1

For Office Use Only:

ANC-ENR-HMOPPD- 20365

PRIVACY ACT STATEMENT
The Conters for Medicars & Medicaid Senices (CMS) collects infarmatign foem Medicare plans 15 track beneficlary enroliment in Medicare Advantage (MA] of Prescription Drog Plans (PDP). improee cars, and for the payment
af Medicars benefit Sections 1851 and 18600+1 of the Social Securtty Act and 47 CFR §§ 42250, 422 60 authorize the collection of this infermation. CMS may usa, discose, and exchangs envoliment data from Medcare
neneficianies as specilied in the System of Records Notice (SORN) “Medicars Advantape Prescription Drug (MARY)™, Systom No. 09-T0-05R8. ¥hur respanse to Ihes form i voluntary. However, fllare ta respond may affes
enmilmant in the plan.

Alignment Health Plan is an HMO, HMO-POS, HMO C-SNP, HMO D-SNP, and PPO plan with a Medicare contract and a contract with the Califomia,
Nevada, North Carolina and Texas Medicaid programs. Enroliment in Alignment Health Plan depends on contract renewal. Alignment Health Plan
complies with applicable federal civil rights laws and does not discriminate on the basis of race, color, national origin, age, disability, or sex.
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A"ESTAT'ON OF El.lGIB“.'TY # Alignment Health Plan®
FOR AN ENROLLMENT PERIOD

Typically, you may enroll in a Medicare Advantage plan only during the annual enroliment period from October 15

through December 7 of each year. There are exceptions that may allow you to enroll in a Medicare Advantage
plan outside of this period.

Please read the following statements carefully and check the box if the statement applies to you. By checking
any of the following boxes you are certifying that, to the best of your knowledge, you are eligible for an
Enroliment Period. If we later determine that this information is incorrect, you may be disenrolled.

| belong to a pharmacy assistance program provided by my state
My plan is ending its contract with Medicare, or Medicare is ending its contract with my plan.

| was enrolled in a plan by Medicare (or my stat state} and I want to choose a different plan. My enroliment in
that plan started on (insert date) ! ii_ FRrE IRy, ; L.

| was enrolled in a Special Needs Plan (SNP) but | have lost the special needs quairﬁcatmn required to be in
that plan. | was disenrolled from the SNPon (insertdate) | | | |/ | /1

| was affected by a weatherrelated emergency or major -::Ilsaster as declared by the Federal Ermergency
Management Agency (FE.M.A). One of the other statements here applied to me, but | was unable to make
my enroliment because of the natural disaster.

If none of these statements applies to you or you're not sure, please contact Alignment Health Plan at 866-634-2247 (TTY 711), 8am-8pm, seven
days a week (except Thanksgiving and Christmas) from October 1 to March 31 and Bam-Bpm Monday through Friday (except holidays) from April 1
through September 30, to see if you are eligible to enroll, Alignment Health Plan is an HMO, HMO-POS, HMO C-SNP. HMO D-SNP and PPO plan with
a Medicare contract and a conlract with the California, Nevada, North Carclina, and Texas Medicaid programs. Enrollment in Alignment Health Plan
depends on contract renewal. Alignment Health Plan complies with applicable federal civil rights laws and does not discriminate on the basis of race,
color, national origin, age, disability, or sex.

Prtiasios S oo 0T ART OO OO IR
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O Iam new to Medicare.

L 1 am enrolled in a Medicare Advantage plan and want to make a change during the Medicare Advantage
Open Enroliment Period (MA OEP).

O 1 recently moved outside of the service area for my current man or | recently moved, and this plan is a new
option for me. | moved on (insertdate). | | [/ /| .

[0 1 was recently released from incarceration. | was released on (insert date) | | MEI/ERE =

O | recently retumed to the United States after living permanently outside of the U.S. | retume::l to the U.S. on
(insertdate); | | [/ iyl I T

(| recen_tlg_ cnt:rtalned lawful pre—senca status in the United States. | got this status on (insert
date){ § | [/} ifT 1711

O | recently had a change in my Mechca;d {newlyggt Medicaid, had a change in level of Medicaid assistance, or
lost Medicaid) on (insertdate)| © | /1 [/ | ik

O | recently had a change in my Extra Help paying for Medicare prescription drug coverage (newly got Extra
Help, had a change in the level of Extra Help, or lost Extra Help) on (insert date} | BEN/IE//RE j £

O 1 have both Medicare and Medicaid (or my state helps pay for my Medicare premiums) or | get Extra Help
paying for my Medicare prescription drug coverage, but haven't had a change.

O 1 am moving into, live in, or recently moved out of a Long-Term Care facility (for example, a numu&Mme or
long-term care facility). | moved/will move into/out of the facn!rty on(insertdate) | | /] |/

O I recently left a PACE program on (insertdate)| | | /| [/ T 7 1 L

O 1 recently involuntarily lost my credltabte pre-_&cm_:-tlnn drug {:werage [c—::werage as good as Medicare's). | lost
my drug coverage on (insert date) | TEiR L

O | am leaving employer or union mverage on (insert date] IBEFIBT HERE

O

O

O

O

O



